15. In 1986 geriatric medicine had the highest rate of domiciliary consultation per consultant (187) followed by psychiatry (89), general medicine (52), dermatology (49), rheumatology (42), general surgery (36), gastroenterology (35), thoracic medicine (34), and orthopaedics (30) . In 1986 all specialties apart from clinical pharmacology and. therapeutics and clinical genetics showed a decrease in the yearly rate of domiciliary consultation when compared with the rate for 1981.
Domiciliary consultation seems to have become a domiciliary visit by the consultant alone. At an estimated cost of about £20m for 1988 the scheme needs critical evaluation.
Introduction
One of the better customs of the collaboration between general practitioners and consultants before the formation of the NHS that was incorporated into the service in 1948 was the domiciliary consultation. This is a joint bedside meeting between a consultant and general practitioner, called when considered necessary by the general practitioner when a patient cannot attend hospital on medical grounds. Consultants now receive a special fee from the NHS, general practitioners do not. Apart from being beneficial to patients, domiciliary consultations are considered to be helpful in promoting mutual education and better relationships between doctors.
Forty years later, however, few reports exist about the domiciliary consultation scheme nationally, although there have been local and regional reports.Ẁ e studied data on the scheme for 1981-6.
Method and results
The data for England and Wales from 1981 to 1986 were given to us by the Department of Health and Social Security. The information included the total number of domiciliary consultations claimed by hospital consultants and the numbers of consultants and principal general practitioners in the NHS. The number of domiciliary consultations were available for each specialty, and we calculated the mean number of domiciliary consultations per consultant. Table I shows the numbers of domiciliary consultations, consultants, and general practitioners for each year. The difference between the numbers of domiciliary consultations for 1981 and 1986 was 42 365, or a decrease of 10%. The difference in the numbers of consultants for 1981 and 1986 was 1404 and that in the numbers of general practitioners 2400, or an increase of 12% and 10%, respectively. Table II shows the yearly rates of domiciliary consultation per consultant and per principal general practitioner. The difference between the rates per consultant for 1981 and 1986,was 7-0, a decrease of 19%, and that per principal general practitioner 3 3, a decrease of 18%. Table III shows the yearly rates of domiciliary consultation per consultant in each specialty. The ten specialties with the highest rates of domiciliary consultation were (in descending order): geriatric medicine, mental illness, general medicine, dermatology, rheumatology, general surgery, gastroenterology, thoracic medicine, trauma and orthopaedics, and neurology. All specialties showed a decrease in the rate of domiciliary consultation when comparing the rates for 1981 with those for 1986 apart from clinical pharmacology and therapeutics and clinical genetics, which both showed considerable increases. Most specialties showed a gradual decrease in rates from year to year but some such as forensic psychiatry and medical oncology showed noticeable fluctuations in the rates during . Some specialties such as obstetrics and gynaecology, ear, nose, and throat surgery, nephrology, and endocrinology showed a considerable decrease in the rate of domiciliary consultation to a value much less than the mean overall (32-4).
Some specialties in which the diseases concerned do not usually confine patients to bed at home had high rates of domiciliary consultation. Thus dermatologists The mutually beneficial contact between consultants and general practitioners is being lost. There may be several reasons for this. Firstly, difficulties may arise in arranging a mutually convenient time for the visit.
Secondly, general practitioners, having had the benefit of a vocational training scheme, might think that they can deal adequately with their patient's diagnostic and management problems and therefore have less need of specialist advice.
Thirdly, domiciliary consultations may not be being used for their primary aim of obtaining guidance from a specialist on the management of a patient but to facilitate a patient's admission to hospital. Although this may not apply to all disciplines-admission resulted from 28% of domiciliary consultations in Smith and Blythe's survey but from only 10% in Littlejohns's"2-it probably does apply to geriatric medicine, in which the rate of domiciliary consultation exceeded all other specialties (table III) The cost of domiciliary consultations to the NHS is considerable. The consultant's remuneration is from £33-50 to £100 50, depending on what is done; the mean is about £50. For 1988 the scheme will cost an estimated £20m. As little is known about the benefits and effectiveness of this old traditional scheme it needs to be carefully and critically evaluated.
